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A 000 INITIAL COMMENTS A 000

 An unannounced on-site survey, authorized by 
the Centers for Medicare and Medicaid Services 
(CMS), was conducted by Healthcare Licensing 
and Surveys on 2/10/26 through 2/12/26.  The 
Condition of Participation reviewed was Patients 
Rights. The survey was prompted by complaint 
intakes WY000004578 and WY000004588.

 

A 142 PATIENT RIGHTS: PRIVACY AND SAFETY
CFR(s): 482.13(c)

Patient Rights: Privacy and Safety

This STANDARD  is not met as evidenced by:

A 142

 Based on medical record review, patient and 
staff interview, and policy review, the facility 
failed to ensure patient privacy for 1 of 8 sample 
patients (#5). The findings were:

1.Review of the medical record for patient #5 
showed diagnoses of left total knee arthroplasty, 
osteoarthritis of left knee, and chronic pain of left 
knee. On 8/28/25 the patient had outpatient 
surgery for a left total knee arthroplasty. The 
following concerns were identified:

a. Interview with the patient on 2/12/26 at 
9:58 AM revealed there were 3 nurses already in 
the room when the anesthesiologist walked in. 
The doctor was in the room, the EKG person 
came in the room, and an electronic medical 
record specialist was with the anesthesiologist. 
The patient stated the anesthesiologist lifted the 
gown and exposed his/her groin. The patient 
stated staff left the door wide open, s/he was 
embarrassed, felt a loss of dignity and felt it was 
unprofessional. 

b.  Interview with physician #1 on 2/11/26 at 
11:05 AM revealed while he was in the room the 
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A 142 Continued From page 1 A 142
anesthesiologist did pull up the gown. The 
physician stated the anesthesiologist was in a 
rush and exposed the patient more than he 
should have. The physician stated he tried to 
cover the patient back up. The physician stated 
there was a nurse, the anesthesiologist, an 
electronic medical record specialist and himself 
in the room when it happened.   

2. Review of the policy "Patient's Rights and 
Responsibilities" last revised 6/6/24 showed "...A. 
Patient Rights...2. You the patient, have the right 
to receive care that supports your personal 
dignity, comfort, ..."

A 154 USE OF RESTRAINT OR SECLUSION
CFR(s): 482.13(e)

Patient Rights: Restraint or Seclusion.  All 
patients have the right to be free from physical or 
mental abuse, and corporal punishment.  All 
patients have the right to be free from restraint or 
seclusion, of any form, imposed as a means of 
coercion, discipline, convenience, or retaliation 
by staff.  Restraint or seclusion may only be 
imposed to ensure the immediate physical safety 
of the patient, a staff member, or others and must 
be discontinued at the earliest possible time.

This STANDARD  is not met as evidenced by:

A 154

 Based on medical record review, staff interview, 
and policy review, the facility failed to ensure 
restraints were discontinued at the earliest 
possible time for 1 of 3 patient records reviewed 
for restraints (#15). The findings were:

1. Review of the medical record for patient #15 
showed an entry dated 1/15/26 and timed 8:30 
PM by registered nurse (RN) #1 which showed 
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A 154 Continued From page 2 A 154
the initiation of soft wrist restraints for pulling at 
lines and tubes and removing equipment. The 
medical record showed the provider was at the 
bedside at 8:40 PM, and 9:05 PM. The 9:05 PM 
note showed "Provider has remained at bedside 
during patient aggressive behavior ripping at 
equipment and pulling at lines." Further review of 
the medical record showed the patient was 
discharged on 1/15/26 at 11:27 PM without any 
further documentation of the restraints, including 
when the restraints were disconnected.  

2. Review of the physician orders failed to show 
an order for the restraints.

3. Interview with the ED director on 2/12/26 at 
8:50 AM revealed the order for the restraints was 
not placed in the medical record by the physician. 
It would be the expectation for the physician to 
order the restraint for the nurse to perform the 
task. Further, he confirmed the discontinuation of 
the restraints was not in the notes. 

4. Review of the policy "Restraints and/or 
Seclusion" last revised 12/14/22 showed 
"...Procedure, A. General Provisions:  ...5. 
Restraint and/or seclusion are based on an 
individual order...6. The Practitioner primarily 
responsible for the patient's ongoing care, orders 
the use of restraint and/or seclusion in 
accordance with laws, regulations and 
organizational Medical Staff Bylaws."

A 168 PATIENT RIGHTS: RESTRAINT OR 
SECLUSION
CFR(s): 482.13(e)(5)

§§482.13(e)(5) - The use of restraint or seclusion 
must be in accordance with the order of a 

A 168
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A 168 Continued From page 3 A 168
physician or other licensed practitioner who is 
responsible for the care of the patient and 
authorized to order restraint or seclusion by 
hospital policy in accordance with State law.
This STANDARD  is not met as evidenced by:
 Based on medical record review, staff interview, 
and policy review the facility failed to ensure 
restraints were used in accordance with the order 
of a physician or other licenced practitioner for 1 
of 3 patient records reviewed for restraints (#15). 
The findings were:

1. Review of the medical record for patient #15 
showed an entry dated 1/15/26 and timed 8:30 
PM by registered nurse (RN) #1 which showed 
the initiation of soft wrist restraints for pulling at 
lines and tubes and removing equipment. The 
medical record showed the provider was at the 
bedside at 8:40 PM, and 9:05 PM. The 9:05 PM 
note showed "Provider has remained at bedside 
during patient aggressive behavior ripping at 
equipment and pulling at lines." Further review of 
the medical record showed the patient was 
discharged on 1/15/26 at 11:27 PM without any 
further documentation of the restraints, including 
when the restraints were disconnected. 

2. Review of the physician orders failed to show 
an order for the restraints.

3. Interview with the ED director on 2/12/26 at 
8:50 AM revealed the order for the restraints was 
not placed in the medical record by the physician. 
It would be the expectation for the physician to 
order the restraint for the nurse to perform the 
task. 

4. Review of the policy "Restraints and/or 
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A 168 Continued From page 4 A 168
Seclusion" last revised 12/14/22 showed 
"...Procedure, A. General Provisions:  ...5. 
Restraint and/or seclusion are based on an 
individual order...6. The Practitioner primarily 
responsible for the patient's ongoing care, orders 
the use of restraint and/or seclusion in 
accordance with laws, regulations and 
organizational Medical Staff Bylaws."
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